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BRIDGING  THE  GAP: 

LANGUAGE  ISSUES  AND  HEALTH  SERVICE 
DELIVERY  IN  HISPANIC  COMMUNITIES 

EXECUTIVE  SUMMARY 

Proyecto  I nformar  was  funded  by  the  Office  of  Minority  Health,  U.S. 
Public  Health  Service,  to  increase  the  capability  of  primarily  non-Hispanic 
health  care  professionals  and  underserved  Hispanic  communities  to  address 
two  important  challenges  to  effective  health  care  delivery — cultural  and 
linguistic  barriers.  COSSMHO  researched  the  current  literature  on  the  topic 
and  performed  interviews  with  leading  experts  in  the  field  of  addressing 
language  barriers  in  health  care  settings.  Those  experts — whose  names 
appear  before  this  Executive  Summary  and  Recommendations — identified 
six  approaches  as  being  presently  used  in  attempting  to  bridge  the 
cultural/linguistic  barriers  to  effective  health  care  service  delivery,  and 
issued  recommendations.  The  approaches  are: 

1)  Hiring  bilingual/bicultural  professional  staff.  Bilingual /bicultural 
health  professionals  are  hired  through  all  levels  of  the  health  institution. 

2)  Hiring  interpreters.  Professional  interpreters  are  hired  to  interpret. 

3)  Training  existing  staff  to  improve  language  skills.  Different  kinds  of 
language  training  are  provided  to  staff  in  order  to  promote  bilingualism. 

4)  Using  a language  bank.  Bilingual  staff  are  on-call  from  their  other 
duties  in  order  to  serve  as  interpreters  when  needed. 

5)  Using  phone-based  interpreter  services.  Health  professionals  and 
clients  can  speak  with  an  interpreter  over  the  telephone. 
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6)  Using  written  translators.  Side-by-side  translation  books,  flashcards 
or  other  such  written  materials  are  used  to  communicate  with  a 
patient/ client. 

Focusing  on  these  six  identified  approaches  to  bridging  cultural/  linguistic 
barriers,  COSSMHO  conducted  an  assessment  of  health  care  institutions  in 
fifteen  cities  across  the  country.  The  assessment  addressed  the  following 
questions:  1)  whether  or  not  health  care  institutions  were  using  existing 
approaches  to  addressing  language  barriers;  2)  to  what  extent  they  were 
using  them  and  3)  what  advice  they  would  offer  to  others  seeking  to  improve 
communication  between  patients  and  providers.  Following  are  the 
recommendations  resulting  from  this  process: 

RECOMMENDATIONS  TO  COSSMHO 

• Educate  the  Hispanic  community,  particularly  recently  arrived, 
monolingual  Spanish  speakers,  about  their  rights. 

• Develop  a list  of  recommendations  and  resolutions  for  major 
medical  provider  associations  stipulating  that  their  members  need 
to  study  a foreign  language  as  part  of  their  training;  include  a list 
of  potential  courses  that  would  be  adequate  for  this  specific  kind  of 
language  training;  convene  an  advisory  panel  to  evaluate  existing 
courses  and  develop  standards  for  classes  of  medical  Spanish. 

• Work  with  the  Association  of  American  Medical  Colleges  and  other 
medical  associations  to  develop  and  implement  a survey  of  existing 
schools  to  gather  information  on  what  programs  exist  to  train 
providers  in  delivering  culturally  and  linguistically  competent  care 
to  Hispanics. 

• F^ovide  opportunities  through  its  newsletter,  conferences  and  other 
forums  for  people  to  share  information  about  new  programs  and 
local  strategies  to  improve  linguistic  access  for  Hispanics. 
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• Educate  about  the  profession  of  interpreting. 

• Educate  the  health  care  community  about  the  need  for  more 
interpreter  trainers. 

• Collect  information  about  different  approaches  for  addressing 
language  barriers  and  forward  them  to  a national  repository;  share 
this  information  with  its  membership  and  with  others  in  key 
positions. 

• Co-sponsor  a national  symposium  for  health  care  providers  to 
share  “best  practices.” 

• Disseminate  to  Hispanic  leaders  and  Hispanic  communities  the 
findings  obtained  through  the  fulfilling  of  the  above-mentioned 
recommendations . 

• Provide  technical  assistance  to  its  membership  on  addressing 
language  barriers  in  health  care  settings. 

RECOMMENDATIONS  TO  THE  PUBLIC  AND  PRIVATE  SECTOR 

The  recommendations  that  follow  are  organized  under  the  six  approaches  to 

addressing  language  barriers,  as  recommended  by  the  Advisory  Committee. 

1)  Bilingual/Bicultural  Professional  Staff 

• Health  care  facilities  must  make  concerted  efforts  to  recruit  and 
retain  bilingual /bicultural  staff  at  all  levels  of  the  organization. 
Special  efforts  must  be  made  to  hire  professional  staff  who  are 
bilingual /bicultural.  These  efforts  include  multiple  avenues  of 
recruitment  including  community  colleges,  local  celebrations  and 
conferences. 


' 


* 
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• Health  care  facilities  must  assess  the  bilingual  abilities  of  staff  and 
provide  significant  additional  compensation  for  bilingual  ability. 

• Health  care  facilities  using  bilingual  staff  as  interpreters  should: 

a)  assess  their  language  and  interpretation  skills. 

b)  provide  interpretation  skills  training,  and 

c)  list  interpretation  among  job  description  responsibilities. 

• The  federal  government  and  others  should  fund  programs  starting 
in  elementary  and  junior  high  to  encourage  Hispanics  to  pursue 
careers  in  the  health  professions. 

• State  and  national  health  organizations  should  play  an  active  role 
in  developing  standardized  tests  to  certify  the  bilingual  ability  of 
health  professionals. 

2)  Interpreters 

• All  medical  staff  serving  as  interpreters  should  be  tested  for 
linguistic  and  interpreting  skills  and  should  receive  training 
(minimum  of  two  semesters)  in  those  skills.  Additional  continuing 
education  opportunities  should  be  made  available,  especially  in  the 
area  of  ethical  issues  in  interpreting. 

• The  number  of  interpreter  training  programs  should  be  increased, 
as  well  as  the  number  of  courses  training  providers  to  work  with 
interpreters. 

• Local,  state  and  national  organizations  with  a mission  to  enhance 
the  public's  health  and  well-being  should  work  to  establish 
minimum  standards  for  interpreter  training,  competency  and  other 
continuing  education  efforts. 

• The  federal  government  should  make  a concerted  effort  to  increase 
and  foster  medical  interpreter  training  through  national 
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conferences,  information  clearinghouses,  technical  assistance  and 
start-up  grants. 

• Research  and  demonstration  projects  should  be  funded  to  improve 
the  capabilities  of  organizations  and  communities  to  hire,  recruit 
and  retain  trained  interpreters. 

• Research  should  be  funded  to  examine  the  cost-effectiveness  of 
using  trained  interpreters  and  to  identify  the  different  mechanisms 
for  paying  for  the  services. 

• National  health  care  reform  should  provide  for  interpreter  services 
as  a reimbursable  medical  service. 

3)  Language  Skills  Training  for  Staff 

• Clear  goals  and  realistic  expectations  need  to  be  established  for 
Spanish  language  courses.  Beginning  Spanish  language  courses 
cannot  equip  a provider  to  work  with  non-English-speaking 
patients. 

• Health  care  facilities  should  support  the  development  of  bilingual 
skills  for  all  staff  members  and  should  utilize  those  training 
programs  that  have  a demonstrated  track  record  in  increasing  level 
of  bilingualism  or  quality  interpretation  services. 

• Health  care  providers  expecting  to  practice  in  an  area  with  large 
numbers  of  non-English  speaking  people,  should  be  encouraged  to 
study  another  language  during  medical  school. 

• Classes  in  medical  Spanish  should  be  offered  to  all  staff — including 
receptionists  and  other  support  staff — throughout  a health  care 
facility. 
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4)  Language  Banks 

• Language  banks  often  rely  on  untrained  interpreters  whose  other 
duties  take  priority  and  who  cannot  provide  quality  interpretation. 
In  areas  where  there  is  a significant  Hispanic  population,  language 
banks  should  be  used  as  a back-up  measure  only. 

• To  improve  the  quality  of  language  bank  services,  language  banks 
should  have  supervisors  who  assess  the  language  and 
interpretation  capabilities  of  language  bank  members,  provide 
minimal  interpreter  training  and  regularly  assess  the  quality  of  the 
language  bank  program. 

• Interpretation  should  be  listed  as  a secondary  responsibility  of 
language  bank  members  so  that  the  supervisors  of  these  staff 
members  will  understand  why  they  may  spend  time  away  from 
their  regular  duties. 

• Language  bank  members  who  do  a significant  amount  of 
interpretation  should  be  compensated  for  their  bilingual  skills. 

5)  Phone-Based  Interpreter  Services 

• Given  the  difficulties  of  having  a successful  phone  consultation  for 
diagnosis  or  treatment,  phone-based  interpretation  should  only  be 
used  as  an  emergency  back-up  measure  or  for  brief  follow-up 
questions.  Phone-based  services  may  also  be  useful  for  those 
languages  which  are  less  common  in  the  service  area  and  for  which 
there  is  no  interpreter  available. 

• Providers  using  phone-based  interpretation  should  be  aware  that 
the  interpreters  may  not  be  proficient  in  medical  terminology  and 
should  use  simple  or  common  terms  whenever  possible. 


Not  for  citation  or  duplication 
First  Draft  - Field  Review  Version 

12 


6)  Written  Translators 

• Written  translators  should  never  be  used  as  the  sole  means  of 

communication.  They  are  appropriate  only  for  emergency  stop-gap 
measures  and  simple  conversational  use. 

• Mechanisms  should  be  developed  to  promote  the  sharing  of 

bilingual  written  materials  such  as  consent  forms,  and  patient 
education  pamphlets. 


t 
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INTRODUCTION 

Providers  who  do  not  speak  the  same  language  as  their  patients  are 
jeopardized  in  their  efforts  to  effectively  diagnose  and  treat  their  patients' 
conditions. 

In  1989,  a roundtable  on  cross-cultural  care  convened  by  COSSMHO 
addressed  the  difficulties  facing  health  care  institutions  as  they  attempt  to 
find  “best  approaches”  to  bridging  language  barriers  between  Spanish- 
speaking  patients  and  English-speaking  clinicians.  Among  the  problems 
identified  by  the  experts,  the  lack  of  standards  for  interpreter  training 
programs  appeared  as  a formidable  one.  The  roundtable  also  discussed  the 
lack  of  leadership  about  addressing  language  barriers  and  the  fact  that  local 
programs  are  left  to  solve  their  own  language  barrier  problems  with  little 
outside  resources.  In  order  to  fill  the  existing  gaps  identified  by  experts  who 
participated  in  the  roundtable,  COSSMHO 

A)  developed  and  implemented  Proyecto  Informar,  a multi-site 
research  and  demonstration  project  designed  to: 

• promote  culturally  competent  care  through  provider  education: 

• increase  linkages  between  community-based  organizations  and 
mainstream  health  providers:  and 

• identify  existing  gaps  in  providing  services  to  monolingual  Spanish- 
speaking Hispanics  in  need  of  health  services  (in  particular  the 
lack  of  awareness  about  the  importance  of  using  trained 
interpreters  in  medical  settings),  and  provide  constructive 
solutions. 

B)  used  the  following  three-pronged  procedure  to  identify  the  overall 
issues  in  addressing  language  gaps: 
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1)  a review  of  existing  literature; 

2)  interviews  with  experts  in  addressing  language  barriers  in  health 
care  settings;  and 

3)  an  assessment  of  health  care  institutions  in  the  fifteen  sites  where 
the  project  was  to  be  implemented. 

The  assessment  addressed  three  main  questions:  1)  whether  health 
care  institutions  in  select  communities  were  using  existing  approaches  to 
addressing  language  barriers,  2)  to  what  extent  they  were  using  them,  and 
3)  what  advice  they  would  offer  others  seeking  to  improve  communication 
between  patients  and  providers.  Bridging  the  Gap  is  a report  of  COSSMHO’s 
findings  and  recommendations  for  responding  to  the  growing  challenges  of 
addressing  language  barriers  in  health  care  settings. 


BACKGROUND 

A Large  and  Rapidly  Growing  Hispanic  Population 

According  to  the  1990  Census,  Hispanics  make  up  8.6  percent  of  the 
population  of  the  United  States.  Not  counting  the  population  of  Puerto  Rico, 
Hispanics  number  21.4  million  people  in  the  United  States.  Nearly  90 
percent  are  concentrated  in  9 states,  with  California,  Texas,  New  York  and 
Florida  having  the  highest  numbers. 

Furthermore,  Hispanics  are  a very  rapidly  growing  segment  of  the 
population.  They  have  doubled  as  a percentage  of  the  U.  S.  population 
since  19701  largely  because  Hispanics  have  birth  and  fertility  rates  almost 
50  percent  higher  than  those  of  non-Hispanics.2  Projections  for  the  year 


1 U.S.  Bureau  of  the  Census.  “Race  and  Hispanic  Origin.  1990  Census  Profile,”  Number  2, 
June  1991. 

^National  Center  for  Health  Statistics.  “Advance  Report  of  Final  Natality  Statistics,  1988," 
Monthly  Vital  Statistics  Report.  39(4).  Supplement  Health.  United  States,  1990. 


Not  for  citation  or  duplication 
First  Draft  - Field  Review  Version 

15 

2000  estimate  that  the  number  of  Hispanics  will  increase  to  around  31 
million  and  will  soon  constitute  the  largest  “minority”  group  in  the  U.S.® 

An  Increasing  Number  of  Spanish  Speakers 

The  growing  number  of  foreign-bom  persons  in  the  United  States 
makes  for  a growing  number  of  people  who  speak  languages  other  than 
English  at  home.  According  to  the  1990  Census,  the  percentage  of  people  in 
the  U.S.  over  age  5 who  speak  a language  other  than  English  at  home  is  up 
to  14  percent  from  1 1 percent  in  1980.3 4  This  is  a total  of  more  than  38.1 
million  people.  Of  these,  over  half  (17.3  million)  speak  Spanish,  which 
appeared  to  be  the  prevailing  other-than-English  language  spoken  in  39 
states  and  the  District  of  Columbia. 

Underutilization  of  Health  Services  by  Hispanics 

According  to  a 1986  Robert  Wood  Johnson  Foundation  Special 
Report,  Hispanics  are  the  racial /ethnic  group  least  likely  to  have  access  to  a 
regular  source  of  health  care.  5 Many  health  indicators  show  that  Hispanics 
underutilize  health  care  services  and  that  they  are  not  being  reached 
effectively  by  current  health  care  systems.  The  following  are  some  of  these 
indicators: 

• Hispanics  in  the  United  States  are  the  racial/ethnic  group  most  likely 
to  have  late  or  no  prenatal  care;® 

• Hispanic  adolescents  are  less  likely  than  other  teenagers  to  use  family 
planning  services; ^ 


3 Hispanic  Health  in  the  U.S.,  JAMA.  January  9.  1991-Vol  265,  No.  2,  p.  248. 

4 U.S.  Bureau  of  the  Census,  “Language  Spoken  at  Home  and  Ability  to  Speak  English  for 
United  States.  Regions,  and  States:  1990,"  1990  CPH-L-133. 

^Robert  Wood  Johnson  Foundation.  Access  to  Health  Care  in  the  United  States:  Results  of 
a 1986  Survey  Special  Report,  No.  2.  1987. 

^National  Center  for  Health  Statistics.  “Advance  Report  of  Final  Natality  Statistics.  1988," 
Monthly  Vital  Statistics  Report.  39(4),  Supplement,  August  1990. 

'The  Alan  Guttmacher  Institute.  Special  tabulations  from  the  1988  National  Survey  of 
Family  Growth,  December  1990. 
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• The  incidence  of  AIDS  is  more  than  three  times  greater  for  Hispanic 
adults  and  more  than  seven  times  greater  for  Hispanic  children  than 
it  is  for  their  non-Hispanic  White  counterparts;® 

• Hispanic  preschoolers  are  also  almost  seven  times  more  likely  than 
non-Hispanic  Whites  to  contract  measles  and  almost  twice  as  likely  as 
non-Hispanic  Blacks. 9 

The  reasons  for  the  underutilization  of  health  care  services  by 
Hispanics  are  multiple  and  varied.  Undoubtedly,  these  reasons  include  the 
high  cost  of  health  care,  the  high  proportion  of  uninsured  Hispanics  (even 
when  a member  of  the  household  is  working)  and  the  relatively  low  median 
income  of  Hispanics.  But  it  is  also  a fact  that  a very  large  part  of  the 
problem  can  be  tracked  down  to  sociocultural  barriers  to  health  care. 

In  1990,  COSSMHO  conducted  a needs  assessment  to  identify  why 
Hispanics  were  not  using  health  care  services.  Significantly,  the  responses 
included  these  important  sociocultural  barriers: 

• misunderstandings  arising  from  differences  in  cultural 
expectations,  communication  styles  and  values; 

• Hispanics'  distrust  of  the  health  care  system,  borne  of 
repeated  negative  experience; 

• institutional  policies  that  display  insensitivity  to  values  of 
importance  to  Hispanic  communities; 

• cultural  and  social  class  stereotyping;  and 

• language  gaps  between  Hispanics  and  professionals  that 
when  not  bridged  effectively  severely  compromise  the  quality 
of  care.  10 


^Centers  for  Disease  Control.  Special  tabulations  of  CDC  data  as  of  January  31.  1991. 
^Centers  for  Disease  Control.  National  Center  for  Prevention  Services,  Division  of 
Immunization,  October  8,  1991. 

l^The  National  Coalition  of  Hispanic  Health  and  Human  Services  Organizations.  Delivering 
Preventive  Health  Care  to  Hispanics:  A Manual  for  Providers,  1990,  p.2. 
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Hispanics  Who  Speak  Only  Spanish — Impact  on  Delivery  of  Services 

In  general,  public  and  emergency  services  are  facing  a more  and  more 
pressing  need  to  provide  necessary  services  to  those  who  only  speak  a 
language  other  than  English.  Special  needs  are  created  in  the  area  of  public 
health  due  to  the  fact  that  among  the  rapidly  growing  numbers  of  Hispanics 
in  this  country  there  are  many  recently- arrived  immigrants  who  are 
primarily  monolingual  Spanish- speakers. 

Taking  into  consideration  the  impact  of  this  situation  on  the  delivery 
of  health  care  services  for  the  Hispanic  segment  of  the  U.  S.  population,  this 
report  stresses  the  need  for  quality  Spanish  language  services  in  medical 
settings.  It  is  worth  mentioning,  however,  that  some  of  the  findings  of  this 
report  may  be  generalizable  for  the  needs  of  other  groups  as  well.  1 1 

Instances  of  serious  patient-doctor  miscommunications  are  frequent. 
An  in-depth  study  of  communications  with  Spanish- speaking  patients 
conducted  at  Stanford  University  by  Cynthia  Diane  Prince,  Ph.D.  provides 
these  examples:  12 

Example  1 : A health  professional  with  no  bilingual  skills 

D:  How  did  it  work?  Cuando  Jue  como?  (When  was  it  like?) 

P:  Oh,  es  que  lo  compre  y solo  lo  use  como  tres  veces.  (Oh,  I bought  it  and 
only  used  about  three  times.) 

D:  Mm-hmm 

P:  Pero,  mmm  me  lastima.  (But  it  hurts  me.) 

D:  Hmm. 

P:  Me  sangro.  (I  bled.) 

D:  Uh-huh. 

P:  Me  sale  sangre.  (I  bleed.) 

D:  i^Mucho?!  (A  lot?!) 

11  For  a good  overview  of  the  need  for  bilingual/bicultural  health  care  services  across  all 
language  groups,  see  recent  reports  by  the  Association  of  State  and  Territorial  Health 
Officers  (ASTHO),  the  National  Association  of  County  Health  Officials  (NACHO),  and  the 
U.S.  Conference  of  Local  Health  Officers  (USCLHO). 

Hablando  Con  El  Doctor:  Communication  Problems  between  Doctors  and  Their 
Spanish-Speaking  Patients.  Stanford  University.  1986. 
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The  above  is  a clear  example  of  the  ways  in  which  communication  can 
be  compromised  when  a clinician — even  if  he  or  she  is  an  excellent  one — has 
insufficient  bilingual  skills.  The  patient  needed  to  state  her  answer  in  three 
different  ways  for  the  doctor  to  understand  that  her  diaphragm  was  causing 
her  to  bleed. 

Example  2:  An  untrained  " interpreter " 

D:  Are  you  still  giving  him  [the  baby]  milk  to  drink? 

I:  he  das  leche  que  tome?  (Are  you  giving  him  milk  to  drink?) 

M:  Anoche  se  tomb  una  botella  no  mas.  (Last  night  he  only  drank  a 
bottle.) 

I:  He  didn't  drink  a bottle  of  milk  last  night. 

D:  Okay. 

The  above  exemplifies  how,  in  a situation  that  requires  an  exchange  of 
information,  an  untrained  person  can  convey  the  wrong  thing.  The  doctor 
was  trying  to  determine  if  a baby  suffering  from  diarrhea  was  drinking  milk, 
for  milk  tends  to  make  diarrhea  worse.  Contrary  to  what  the  mother 
answered,  the  person  who  was  interpreting,  incorrectly  reported  that  the 
baby  did  not  drink  any  milk  the  night  before. 

The  two  cases  above  illustrate  how  accuracy  can  be  compromised  by 
the  use  of  untrained  "interpreters"  and  serve  to  call  attention  to  the  need  for 
highly  skilled,  trained  interpreters  who  can  interpret  with  a high  degree  of 
accuracy. 

Family  members  as  "interpreters."  Using  family  members  to  interpret 
poses  specific  problems.  Relatives  may  censor  information  they  do  not  want 
a patient  to  hear,  and  patients  may  not  respond  honestly  to  a doctor's 
questions  in  front  of  their  family  members.  However,  as  the  use  of  relatives 
to  interpret  is  not  a viable  approach  to  bridging  language  gaps  it  is  not 
discussed  further  in  this  report. 
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MEETING  THE  CHALLENGE:  NEEDS  AND  SOLUTIONS 

Prior  to  conducting  the  language  assessment,  COSSMHO  convened  a 
Language  Advisory  Committee  of  experts  in  the  fields  of  linguistics, 
interpreting,  and  culturally  competent  care.  (See  a list  of  Advisory 
Committee  Members  at  the  beginning  of  the  report.)  The  committee  was 
asked  to  discuss  the  major  gaps  in  language  services  to  monolingual 
speakers  of  a language  other  than  English  and  the  challenges  faced  by 
health  care  institutions  in  filling  the  gaps.  They  identified  the  six  most 
commonly  used  approaches  to  addressing  language  barriers  in  health  care 
settings.  The  language  assessment  focused  on  these  six  most  common 
approaches  in  order  to  determine  the  linguistic  areas  of  need  in  health  care 
facilities  in  selected  sites.  These  were  the  approaches  identified: 

1)  Hiring  bilingual/bicultural  professional  staff.  Bilingual /bicultural 
health  professionals  are  hired  through  all  levels  of  the  health  institution. 

2)  Hiring  interpreters.  Professional  interpreters  are  hired  to  interpret. 

3)  Training  existing  staff  to  improve  language  skills.  Different  kinds  of 
language  training  are  provided  to  staff  in  order  to  promote  bilingualism. 

4)  Using  a language  bank.  Bilingual  staff  are  on-call  from  their  other 
duties  in  order  to  serve  as  interpreters  when  needed. 

5)  Using  phone-based  interpreter  services.  Health  professionals  and 
clients  can  speak  with  an  interpreter  over  the  telephone. 

6)  Using  written  translators.  Side-by-side  translation  books,  flashcards 
or  other  such  written  materials  are  used  to  communicate  with  a 
patient/client. 
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ASSESSMENT  OF  INSTITUTIONAL  LANGUAGE  CAPABILITIES 

With  the  assistance  of  the  Language  Advisory  Committee,  COSSMHO 
staff  developed  an  assessment  which  was  implemented  through  a 30-minute 
interview.  The  interview  was  confidential,  to  enable  the  respondents  to  be 
as  honest  as  possible  about  the  challenges  they  encounter  in  addressing 
language  barriers. 

COSSMHO  in-depth  assessment  focused  on  80  health  care  facilities 
throughout  the  United  States  in  areas  with  significant  Hispanic  populations 
and  had  three  principal  purposes: 

1)  to  determine  if  the  health  care  institutions  were  using  any  of  the  six 

most  common  approaches  to  address  language  barriers; 

2)  to  help  identify  existing  gaps  in  language  services;  and 

3)  to  develop  recommendations  to  improve  these  services. 

Participating  Sites 

The  sites  participating  in  this  confidential  assessment  were  from  14 
cities  in  Arizona.  California,  Colorado,  Florida,  Massachusetts,  Michigan, 
New  York,  Pennsylvania,  and  Texas  as  well  as  the  District  of  Columbia. 

Local  Proyecto  Informar  site  staff  were  asked  to  contact  facilities  in  areas 
with  significant  Hispanic  populations.  At  each  location  staff  conducted  the 
interview  with  the  agency  staff  in  charge  of  language  services.  Five  to  six 
health  care  facilities  were  surveyed  in  each  city.  Some  were  in  rural  areas, 
but  most  were  in  or  near  a major  metropolitan  area.  The  facilities  ranged  in 
size  from  a public  teaching  hospital  with  a staff  of  5,000  to  a 4-person 
women’s  clinic. 


1 
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FINDINGS 

The  results  indicate  that  most  organizations  understand  the  need  to 
provide  bilingual  services  for  the  population  that  does  not  speak  English  in 
their  service  areas.  However,  many  of  them  are  not  meeting  this  need  with 
well-planned,  high-quality  programs  and  may  be  seriously  compromising 
the  health  care  of  their  Hispanic  patients.  Furthermore,  most  of  the  sites 
identified  the  need  to  learn  about  what  other  organizations  were  doing  and 
to  share  information,  resources  and  strategies.  Below  is  a general  profile  of 
the  approaches  being  used  by  the  80  health  care  facilities  who  were 
contacted.  The  sections  that  follow  make  specific  recommendations  for 
improving  the  quality  of  services  for  each  of  these  approaches. 

Of  the  80  health  care  facilities  participating  in  the  assessment,  78 
percent  have  a stated  policy  of  hiring  bilingual /bicultural  professional  staff; 
43  percent  use  a language  bank;  26  percent  encourage  language  training; 
23  percent  hire  trained  interpreters;  16  percent  use  phone-based 
interpretation;  and  13  percent  use  'written  translators.  In  fact,  many  of  the 
agencies  use  a combination  of  these  different  approaches. 


Figure  1 

Utilization  of  Approaches  to  Address  Language  Barriers 
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1)  HIRING  BILINGUAL/BICULTURAL  PROFESSIONAL  STAFF 

Hiring  bilingual /bicultural  providers,  who  can  communicate  with 
non-English-speaking  patients  without  need  for  an  interpreter,  is  clearly  the 
best  approach  to  addressing  language  barriers,  particularly  in  positions  that 
have  contact  with  the  patient — intake  personnel,  nurses,  medical  assistants 
and  doctors.  Hiring  bilingual /bicultural  staff  has  many  advantages. 
Responses  to  the  assessment  most  often  cited  the  following  benefits: 

• communicating  better  with  patients  and  ensuring  compliance 
with  prescribed  treatment; 

• making  patients  more  comfortable: 

• increasing  accessibility  and  the  number  of  patients  served,  and 

• becoming  more  accepted  and  respected  in  the  community. 

"Providing  services  in  one's  own  native  language  is  necessary  for  good 
health  care,"  one  survey  respondent  said.  "Communication  is  the  key  to 
care,"  echoed  another  respondent.  Yet  health  care  facilities  are  hard- 
pressed  to  recruit  all  the  bilingual  professionals  they  need.  While  Hispanics 
make  up  8.6  percent  of  the  population,  they  constitute  only  4.5  percent  of 
physicians,  4.1  percent  of  pharmacists  and  2.5  percent  of  nurses.  13 
Hospital  and  health  care  administrators  are  faced  with  this  discrepancy  now 
and  will  be  increasingly  challenged  to  respond  to  the  changing 
demographics  of  the  patient  population  in  the  future. 

What's  more,  many  health  care  facilities  do  not  evaluate  the  bilingual 
skills  of  their  professionals  and  many  compound  this  fault  by  using  self- 
professed  bilingual  providers  to  serve  as  interpreters  without  testing  for 
language  or  interpretation  ability.  The  results  of  COSSMHO's  language 
assessment  suggest  that  more  attention  needs  to  be  paid  to  the  development 
of  greater  numbers  of  bilingual  health  care  professionals,  to  the  testing  of 
current  providers'  bilingual  skills,  and  the  careful  training  and  management 
of  bilingual  staff  who  may  also  serve  as  interpreters. 


13 


Bureau  of  Labor  Statistics.  Current  Population  Survey,  1990  averages. 
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Besides  employing  aggressive  traditional  recruitment  and  retention 
efforts,  some  health  care  facilities  are  using  flexible,  creative  responses  to  fill 
the  gap  in  the  number  of  Spanish- speaking  health  professionals  by  utilizing 
the  skills  of  foreign  trained  health  care  workers;  working  with  non- 
traditional  health  care  workers;  and  training  Spanish  speakers  from  the 
local  community  to  serve  as  outreach  workers,  paraprofessionals  and 
interpreters.  Some  hospitals  are  working  with  schools  to  ensure  an 
adequate  stream  of  bilingual  health  professionals  in  the  future.  *4 

Need  for  Language  Ability  Testing 

At  present  there  seems  to  be  uneven  attention  paid  to  the  evaluation  of 
bilingual  skills.  Of  those  sites  contacted  that  make  a concerted  effort  to  hire 
bilingual  professionals,  only  52  percent  assess  the  language  abilities 
(whether  English  or  Spanish)  of  their  bilingual  staff,  which  means  that  only 
half  of  the  sites  are  assessing  the  language  abilities  of  their  bilingual  staff. 
Furthermore,  these  facilities  are  developing  their  own  evaluations  on  an  ad 
hoc  basis.  Both  instances  leave  room  for  some  concern  about  the  quality  of 
bilingual  services  being  provided.  As  shown  in  earlier  examples,  there  is  a 
need  to  ensure  that  all  professionals  filling  bilingual  positions  have  a high 
level  of  bilingual  skill.  The  only  way  to  ensure  this  is  to  carefully  evaluate 
the  English  and  Spanish  language  skills  of  staff  members  who  will  have 
substantive  exchanges  with  Spanish-speaking  patients. 

Of  the  32  sites  that  assess  the  language  abilities  of  bilingual  staff,  3 1 
use  an  interview  lasting  an  average  of  36  minutes  and  14  use  a written  test. 
Those  sites  which  have  developed  testing  techniques  and  written  tests  might 
be  able  to  share  their  techniques  with  others.  Further,  these  tools  could  be 
used  as  the  basis  for  standardized  tests  developed  with  the  aid  of  linguists 
and  professional  medical  interpreters. 

Almost  all  sites  were  able  to  answer  the  questions  “How  many  of  the 
Spanish  speakers  on  your  staff  are  native  Spanish  speakers?”  and  “How 
many  of  the  Spanish  speakers  on  your  staff  are  from  the  local  Spanish 
speaking  community?”  They  reported  that  75  percent  were  native  speakers 
and  about  70  percent  were  from  the  local  community.  Native  Spanish 

14  Hospitals  Magazine,  May  20,  1993.  pp.  22-31. 


Not  for  citation  or  duplication 
First  Draft  - Field  Review  Version 

24 

speakers  tend  to  be  more  proficient  in  Spanish  than  non-native  speakers,  so 
it  is  important  to  try  to  hire  as  many  native  speakers  as  possible.  At  the 
same  time,  the  Spanish  spoken  by  Cuban-Americans  in  Miami  is  different 
from  the  Spanish  spoken  by  Mexican-Americans  in  Los  Angeles,  which  is 
different  from  the  Castillian  Spanish  taught  in  many  language  classrooms. 
To  ensure  the  highest  quality  patient-provider  communication,  it  is 
important  to  consider  what  kind  of  Spanish  is  spoken  most  often  by  a 
facility’s  local  population  when  recruiting  and  hiring  bilingual  staff. 

Socio-Cultural  Barriers 

In  responding  to  the  questions  “What  have  you  learned  from  your 
experience  addressing  language  differences?”  and  “What  advice  would  you 
give  to  an  organization  that  is  just  beginning  to  address  language 
differences?”  more  than  36  percent  of  assessment  respondents  mentioned 
that  addressing  cultural  differences  is  also  of  great  importance.  Following 
are  some  of  the  respondents'  answers: 

“All  staff  should  be  trained  in  cultural  awareness.  Cultural 
differences  affect  health  practices,  wellness  and  prevention." 

"Learn  the  cultural  background  of  the  patient,  not  just  the  language 
spoken.  Respect  cultural  diversity.  It  is  not  just  an  issue  of  interpretation: 
it  is  also  an  issue  of  values  and  culture,  and  they  need  addressing  in  total.” 

Health  care  professionals  need  to  be  able  to  function  effectively  and 
non-judgmentally  with  people  of  different  cultural  backgrounds.  Congruent 
communication  patterns  and  cultural  assumptions  are  highly  desirable  to 
ensure  that  patients  and  providers  have  the  most  successful 
communication.  At  the  very  least,  professionals  who  see  patients  who  are 
not  from  the  mainstream  culture  should  become  familiar  with  some  crucial 
aspects  of  their  patients'  culture  and  should  be  able  to  recognize  and 
negotiate  cultural  differences. 

A 1990-1991  study  found  that  Hispanics  treated  at  the  UCLA 
Emergency  Medical  Center  were  twice  as  likely  as  non-Hispanic  Whites  to 
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receive  no  pain  medication  for  isolated  long-bone  fractures.  15  when  patient 
ethnicity,  sex,  primary  language,  insurance  status,  occupational  injury, 
fracture  reduction,  time  of  day,  total  time  in  the  emergency  department,  and 
hospital  admission  were  considered,  Hispanic  ethnicity  was  the  strongest 
predictor  of  a patient’s  receiving  no  pain  medication.  Primary  patient 
language  achieved  only  borderline  significance.  While  the  precise  reason 
Hispanic  patients  were  less  likely  to  receive  pain  medication  is  unclear,  93.5 
percent  of  these  patients  saw  non-Hispanic  white  physicians  and  the 
cultural  incongruity  can  be  assumed  to  have  contributed  to  the 
undermedication  of  these  patients.  The  results  of  our  language  assessment 
do  not  provide  information  about  health  facilities'  efforts  to  hire  bicultural  or 
culturally-competent1^  providers  or  to  enhance  cross-cultural  capabilities 
through  training,  but  it  is  an  important  aspect  of  quality  care  mentioned  by 
many  of  the  sites  surveyed. 

Distribution  Across  Job  Categories 

The  proportion  of  each  staff  who  are  bilingual  varied  widely  from  2 
percent  to  100  percent  with  a median  of  47  percent.  About  two  thirds  of  the 
sites  hiring  bilingual /bicultural  staff  were  able  to  provide  information  about 
the  distribution  of  these  staff  members  across  job  categories.  Most  of  these 
were  smaller  facilities.  Most  sites  had  higher  concentrations  of  bilingual 
staff  in  clerical  and  custodial  positions  (85  percent  and  83  percent  of  these 
employees  were  bilingual).  Clinical  and  administrative  positions  in  these 
institutions  were  filled  by  an  average  of  57  percent  and  52  percent  bilingual 
staff.  Institutions  with  a lower  percentage  of  bilingual  staff  were  less  likely 
to  be  able  to  say  what  kind  of  positions  these  staff  held.  This  suggests  a 
possible  correlation  between  the  degree  to  which  an  institution  aggressively 
pursues  a bilingual  hiring  policy  and  their  concern  with  the  types  of 
positions  bilingual  staff  hold. 

One  person  interviewed  commented  that  "there  is  little  language 
training  for  those  who  need  it  the  most — the  support  staff.  Many 

15  “Ethnicity  and  Emergency  Department  Analgesia,”  Todd  et  al..  Journal  of  the  American 
Medical  Association.  March  24/31.  1993,  Vol.  269,  No.  12. 

*6  See  'Toward  a Culturally  Competent  System  of  Care"  for  a thorough  discussion  of  this 
term. 
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receptionists  or  medical  assistants  who  are  supposedly  bilingual  may  not 
have  the  language  skills  or  medical  terminology  to  do  patient  assessments. 
That's  a major  gap  because  they  are  often  the  ones  who  have  the  most 
contact  with  patients." 


Figure  2 

Management  of  Bilingual/Bicultural  Staff 
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Fifty-two  percent  of  sites  hiring  bilingual /bicultural  professionals 
assess  their  language  abilities  and  74  percent  of  sites  are  using  bilingual 
staff  as  interpreters.  The  latter  poses  a problem,  because  interpretation 
requires  a high  degree  of  fluency  and  interpretation  skills,  which  can  only  be 
ascertained  through  an  assessment  of  interpretation  abilities.  Those  sites 
which  are  using  bilingual  staff  to  interpret  need  to  ensure  the  interpretation 
abilities  of  staff  members.  The  particular  skill  and  training  required  for 
effective  interpretation  will  be  discussed  in  greater  length  in  the  next 
section. 

Although  74  percent  of  sites  that  make  an  effort  to  hire 
bilingual /bicultural  staff  have  these  staff  members  serve  as  interpreters, 
only  19  percent  list  interpreting  in  the  job  description  of  these  employees 
and  only  16  percent  pay  their  bilingual  staff  more  for  their  language  skills. 
Most  of  these  sites  pay  a bonus  of  25  cents  per  hour  ($25-$30  bi-weekly). 
These  findings  suggest  that  bilingual  staff  are  being  given  additional 
interpreting  responsibilities  without  being  compensated  for  this  work,  and 
that  when  they  are  recognized,  bilingual  skills  and  interpreting  skills  are  not 
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valued  very  highly.  One  nurse  who  was  often  called  from  her  regular  duties 
to  interpret  expressed  her  frustration  this  way,  "If  I don't  agree  to  interpret,  I 
am  seen  as  unhelpful,  yet  my  supervisor  doesn't  take  this  into  account 
when  she  reviews  how  many  patients  I have  seen.  I feel  like  I have  to  work 
twice  as  hard  as  the  other  nurses,  but  I'm  not  compensated  for  this.  I 
purposely  did  not  teach  my  children  Spanish  so  they  would  not  be  abused 
as  I have  been."  If  health  care  facilities  truly  want  to  increase  the  numbers 
of  skilled  bilingual  staff  members,  they  must  begin  by  recognizing  that 
language  skills  are  important  skills  and  compensating  bilingual  employees 
accordingly. 

RECOMMENDATIONS 

1 . Health  care  facilities  must  make  concerted  efforts  to  recruit  and 
retain  all  levels  of  bilingual /bicultural  staff,  including 
professionals.  Use  multiple  avenues  of  recruitment  including 
community  colleges,  and  local  celebrations  and  conferences. 

2.  Health  care  facilities  must  assess  the  bilingual  abilities  of  staff  and 
provide  significant  additional  compensation  for  bilingual  ability. 

3.  If  bilingual  staff  will  also  serve  as  interpreters,  health  care  facilities 
should: 

a)  assess  their  language  and  interpretation  skills, 

b)  provide  interpretation  skills  training,  and 

c)  list  interpretation  among  job  description  responsibilities. 

4.  Federal  government  and  others  should  fund  programs  starting  in 
elementary  and  junior  high  to  encourage  Hispanics  to  pursue 
careers  in  the  health  professionals. 

4.  State  and  national  health  organizations  should  play  an  active  role 
in  developing  standardized  tests  to  certify  the  bilingual  ability  of 
health  professionals. 
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5.  Federal  government  and  others  should  fund  programs  starting  in 
elementary  and  junior  high  school  to  encourage  Hispanics  to 
pursue  careers  in  the  health  professions. 

2)  HIRING  INTERPRETERS 

For  those  situations  when  only  a professional  provider  is  appropriate, 
but  no  bilingual  provider  exists,  trained  interpreters  can  fill  the  gap.  A 
distinction  may  be  useful  at  this  point:  interpretation  applies  to  the  spoken 
word  while  translation  does  to  the  written  word.  This  is  important  to 
remember,  since  apart  from  a thorough  knowledge  of  two  languages,  each  of 
these  activities — translating  and  interpreting — requires  its  own  set  of  skills. 
This  is  in  direct  relation  to  the  detected  need  for  professionally-trained 
interpreters  since — as  mentioned  in  the  previous  section — many  sites  use 
“lay”  or  non-professional  interpreters  to  interpret  in  medical  settings.  [This 
practice  will  be  discussed  in  greater  depth  in  Section  D on  Language 
Banks.]  Twenty-four  percent  of  the  total  sites  surveyed  are  hiring 
individuals  to  serve  primarily  as  interpreters.  The  assessment  asked  those 
sites  a number  of  questions  regarding  the  challenges  in  hiring  interpreters. 
The  answers  given  suggest:  1)  that  a large  proportion  of  those  hired  to  serve 
as  interpreters  are  not  properly  trained,  and  2)  that  medical  interpretation 
has  not  yet  achieved  the  professional  status  of  court  interpretation  or 
diplomatic  interpretation. 

"Interpretation,"  says  Palma  Valverde  of  the  New  York  City  Health  & 
Hospitals  Corporation's  Mental  Health  Interpreters  Program,  "involves  much 
more  than  the  ability  to  speak  another  language.  Interpreters  need  to 
convey  the  emotional,  stylistic  and  cultural  content  as  well  as  the 
grammatical  in  the  heat  of  the  moment.  They  must  be  able  to  handle  the 
subtleties  of  the  meaning,  phonetics,  dialects  and  the  intentionality  behind 
the  words."  Interpretation,  therefore,  is  a complex  skill  that  requires  both 
linguistic  aptitude  and  development  of  this  talent. 

Medical  interpreters  should  receive  training  in  medical  terminology  as 
well  as  in  the  proper  role  of  the  interpreter,  which  is  to  facilitate  patient- 
provider  communication  without  interjecting  a third  viewpoint.  Respect  for 
confidentiality  is  also  of  the  utmost  importance. 
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There  are  two  kinds  of  training  interpreters  may  receive,  according 
with  the  kind  of  interpreting  the  trainee  will  be  expected  to  perform.  In 
simultaneous  interpreting,  the  interpreter  sits  with  the  people  for  whom 
he/she  is  interpreting  and  with  a delay  of  one  to  two  seconds,  whispers  to 
the  listener  the  interpretation  of  what  the  speaker  is  saying.  In  consecutive 
interpretation,  the  interpreter  sits  with  the  people  for  whom  he/she  is 
interpreting,  takes  notes  of  what  is  said,  and  at  the  end  of  each  statement 
renders  an  oral  translation  with  or  without  the  help  of  notes.  Simultaneous 
interpreting  tends  to  be  faster  and  more  accurate.  To  be  effective,  both 
methods  require  specialized  training  in  pacing,  interruption  and  positioning. 

Training  for  clinicians  in  how  to  work  with  interpreters  is  also  highly 
recommended,  including  the  different  types  of  interpreting  so  that  the 
clinician  is  aware  of  his/her  role.  When  using  an  interpreter,  it  is  important 
for  the  interaction  to  occur  between  the  clinician  and  the  client  (this  is  often 
easier  in  simultaneous  interpreting;  which  also  takes  less  time).  If  the 
expectation  of  the  health  care  setting  is  that  the  interpreter  be  a patient 
advocate  then  the  interpreter  must  keep  the  role  of  interpreting  separate 
from  the  role  of  patient  advocate.  Interpreters  need  to  be  trained  with  a 
professional  code  of  ethics,  including  the  importance  of  confidentiality  in  the 
medical  setting. 

Of  the  sites  hiring  people  to  serve  primarily  as  interpreters,  only  56 
percent  (10  of  18)  hire  interpreters  who  have  been  previously  trained.  If  a 
site  sets  out  to  hire  an  interpreter,  but  as  often  as  not  hires  someone  with 
no  previous  training,  this  could  mean  that  there  are  very  few  trained 
medical  interpreters  available;  that  health  care  facilities  do  not  view 
interpreting  as  a professional  skill  requiring  training;  or  that  health  care 
facilities  do  not  want  to  go  through  the  expense  of  hiring  a professional 
interpreter.  Most  likely  all  of  these  factors  come  into  play. 

A 1992  report  on  interpreter  training  in  the  U.S.,  Canada  and  Europe 
finds  that  professional  interpreting  is  a relatively  well-established  field  for 
sign  language  interpretation,  court  interpretation,  diplomacy  and 
international  conference  interpretation.  Interpreting  in  medical  settings,  on 
the  contrary  is  usually  done — according  to  the  same  report — by  “individuals 
with  few  or  no  qualifications  beyond  their  ability  to  speak  the  languages  in 
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question.”17  The  report  goes  on  to  say  that  studies  prove  the  effectiveness 
of  interpreter  training  in  improving  interpreting  skills  and  that  there  are 
several  replicable  models  of  successful  interpreter  training  programs  in  the 
U.S.,  Canada  and  Europe. 

Despite  this,  22  percent  of  the  assessed  sites  use  paid  interpreters 
who  receive  minimal  training,  or  none  at  all.  This  represents  a serious 
breach  in  the  provision  of  quality  health  care.  Much  still  needs  to  be  done 
to  increase  awareness  about  the  need  for  trained  interpreters  and  to 
replicate  interpreter  training  programs  across  the  United  States.  Until 
interpreters  are  well-trained  and  certified,  patient- provider  communication 
will  not  be  as  effective  as  it  needs  to  be  to  ensure  quality  medical  care  for 
limited-English-speaking  populations. 

Figure  3 

Hiring  Trained  Interpreters 
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Part  of  the  reason  that  medical  interpretation  is  not  widely  recognized 
as  a profession  requiring  training  and  a high  degree  of  skill  may  be  that 
there  has  been  little  federal  attention  paid  to  developing  and  advocating  for 
standards  in  this  field.  The  court  interpretation  field  has  minimum 
competency  standards  as  a result  of  the  Court  Interpretation  Act  of  1978, 


17  “Professional  Training  for  Community  Interpreters.”  by  Bruce  Downing  and  Kate  Helms 
Tillery,  Twin  Cities  Interpreter  Project,  1992,  pp.2-3. 
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and  the  deaf  community  gained  the  right  to  quality  interpretation  through 
legal  and  legislative  means.  *8 

The  Civil  Rights  Act  of  1964,  while  it  does  not  mention  interpreters  in 
medical  settings,  provides  for  equal  access  to  federally-funded  programs 
regardless  of  national  origin.  In  medical  settings  this  has  been  taken  to 
mean  the  use  of  trained  interpreters  is  required  when  no  bilingual  clinicians 
are  available.  While  several  complaints  have  been  mediated  by  the  U.S. 
Department  of  Health  and  Human  Services'  Office  of  Civil  Rights  to  ensure 
equal  access  for  limited-English  speaking  populations,  this  does  not  seem  to 
have  made  an  impact  on  the  medical  community  outside  of  the  specific 
areas  in  which  complaints  have  been  filed,  i.e.,  San  Francisco  and  Seattle. 

Only  four  of  those  interviewed  for  this  report — out  of  eighty  people 
who  have  primary  responsibility  for  language  services  in  their  institutions — 
knew  of  any  federal  requirements  related  to  bilingual  access.  Clearly  more 
education  needs  to  be  provided  both  to  patients  and  administrators  as  to 
their  rights  and  responsibilities  under  the  Civil  Rights  Act.  The  Office  of 
Civil  Rights  could  do  more  to  encourage  multilingual  health  services  as 
could  the  Joint  Commission  on  Accreditation  of  Health  Care  Organizations 
and  other  influential  national  organizations  with  a direct  responsibility  for 
ensuring  quality  health  care  for  all. 

Several  sites  responded  that  English-only  laws  in  their  states  make 
any  such  national  requirements  impossible.  Little  seems  to  be  known  about 
how  these  state  laws  interact  with  the  Civil  Rights  Act  in  health  care 
settings.  Some  states,  like  California  and  Massachusetts,  have  fledgling 
laws  and  regulations  to  improve  linguistic  access  through  interpreter 
training  and  certification.  A bill  pending  in  the  Massachusetts  State 
Legislature  would  create  a State  Bureau  of  Interpreter  Services  and  mandate 
that  all  acute  care  hospitals  provide  interpreter  services.  Massachusetts 
also  has  a Massachusetts  Medical  Interpreters  Association  which  has  been 
working  to  develop  standards  of  practice  with  the  goal  of  making  formal 
interpretation  training  and  certification  the  norm  over  the  next  five  years. 

The  regular  use  of  untrained  “lay  interpreters”  suggests  that 
interpreters  are  not  recognized  as  professionals  in  the  health  care  setting. 
This  is  also  reflected  in  their  pay  rate.  The  average  pay  rate  for  interpreters 
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among  the  sites  surveyed  is  $1 1 /hour  ($21,000  to  $26,000  per  year) — 
somewhat  lower  than  what  is  earned  by  other  health  professionals. 

At  the  same  time,  a key  issue  raised  by  organizations  reluctant  to  hire 
trained  interpreters  is  their  cost.  These  organizations  may  not  be 
considering  the  hidden  costs  associated  with  not  hiring  trained  interpreters. 
When  no  interpreter  is  present,  bilingual  staff  must  be  called  from  their 
other  duties  to  interpret.  Their  time  is  being  paid  for  by  the  health  care 
facility  and  is  an  interpretation  cost,  but  it  is  not  a cost  that  necessarily 
buys  quality  interpretation.  There  are  also  potential  liability  costs 
associated  with  using  these  untrained  interpreters  besides  the  general  "cost" 
of  poorer  health  care  due  to  possible  miscommunication  and  non- 
compliance  with  prescribed  treatment. 

For  those  facilities  which  may  not  need  or  be  able  to  afford  a full-time 
interpreter,  there  are  other  models  like  that  of  Seattle’s  Hospital 
Interpretation  program  which  provides  a shared  pool  of  on-call  interpreters 
for  several  Seattle  hospitals.  There  are  also  many  other  innovative 
established  programs  training  lay  interpreters  (New  York  City  Health  and 
Hospitals  Corporation's  Mental  Health  Interpreters  Program)  and 
collaborating  with  university  linguistic  departments  to  provide  medical 
interpreter  training  (Stanford  University  Hospital). 

The  federal  government  could  play  an  important  role  in  improving 
language  services  by  making  it  easier  for  these  local  experts  to  share  their 
expertise  with  others  through  national  conferences,  a national  information 
clearinghouse,  technical  assistance  and  start-up  grant  programs.  Currently 
interpreter  costs  are  reimbursable  as  part  of  overhead  for  Medicaid  and 
Medicare,  but  this  does  not  provide  sufficient  incentive  for  health  care 
administrators  to  hire  interpreters.  Interpreters  are  still  not  perceived  to  be 
a crucial  part  of  administration  in  the  same  way  that,  for  example,  legal  staff 
are.  To  encourage  the  use  of  trained  interpreters,  the  federal  government 
should  provide  for  the  inclusion  of  interpretation  as  a reimbursable  medical 
service  for  all  third-party  insurers.  This  should  be  a part  of  any  health 
reform  initiative  not  only  because  of  the  Civil  Rights  Act  but  because  it 
provides  for  an  appropriate  standard  of  care. 
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RECOMMENDATIONS 

1 . All  medical  staff  serving  as  interpreters  should  be  tested  for 
linguistic  and  interpreting  aptitude  and  should  receive  training  in 
interpreter  skills  (minimum  of  two  semesters)  and  ethics  and 
continuing  education  opportunities. 

2.  The  number  of  interpreter  training  programs  needs  to  be  increased 
as  does  the  number  of  courses  training  providers  to  work  with 
interpreters. 

3.  State  and  national  organizations  with  a responsibility  for  ensuring 
quality  health  care  for  all,  should  work  to  establish  minimum 
standards  of  interpreter  training  and  competency  and  continuing 
education  efforts. 

4.  The  federal  government  should  make  a concerted  effort  to  increase 
and  foster  medical  interpreter  training  through  national 
conferences,  information  clearinghouses,  technical  assistance  and 
start-up  grants.  COSSMHO  should  provide  technical  assistance  to 
its  membership  on  addressing  language  barriers  in  health  care 
settings. 

5.  Research  and  demonstration  projects  should  be  funded  to  improve 
the  capabilities  of  organizations  and  communities  to  hire,  recruit 
and  retain  trained  interpreters. 

6.  A study  should  be  funded  to  examine  the  cost  effectiveness  of 
using  trained  interpreters  and  different  mechanisms  for  paying  for 
the  services. 

7 National  health  care  reform  should  provide  for  interpreter  services 
as  a reimbursable  medical  service. 
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3)  TRAINING  EXISTING  STAFF  TO  IMPROVE  LANGUAGE  SKILLS 

A quarter  of  the  health  care  facilities  which  responded  (26  percent) 
are  providing  or  encouraging  some  form  of  language  skills  training  to 
improve  the  bilingual  capability  of  their  staffs.  The  most  common  type  of 
language  training  is  basic  Spanish  and  the  second  is  Spanish  medical 
terminology.  The  latter  is  offered  both  to  Spanish  speaking  staff  who  are 
called  upon  to  interpret — to  enhance  their  vocabulary — and  to  English 
speaking  staff— to  provide  them  with  some  Spanish  medical  vocabulary  to 
use  when  no  interpreter  is  available.  A smaller  proportion  of  sites  are 
encouraging  English-as-a-Second-Language  training. 

The  average  length  of  Spanish  courses  was  reported  as  6 to  10  weeks. 
In  most  cases,  at  least  two  years  of  intensive  language  study  is  required  to 
achieve  fluency,  so  it  should  be  made  clear  to  those  taking  a 6 to  10-week 
course,  that  it  will  not  equip  them  to  conduct  medical  assessments.  Again, 
language  capability  testing  for  providers,  (see  Section  1 for  a full  discussion) 
would  help  providers  know  the  extent  and  limit  of  their  language  skills. 
Providers  should  understand  that  a 6-  to  10-week  language  course,  if  it  is 
an  introductory  course,  would  equip  them  only  to  make  some  light 
conversation  in  Spanish  to  put  a patient  at  ease  and  could  not  substitute  for 
the  use  of  fully  bilingual  staff  or  trained  interpreters. 

Providers  who  want  to  begin  Spanish  language  courses  should  not  be 
discouraged,  but  it  should  be  understood  that  health  care  facilities  might 
gain  more  by  training  non- Spanish- speaking  providers  in  how  to  work  with 
interpreters.  Boston  Community  Hospital  has  developed  a model 
communication  course  for  providers  that  covers  this  topic. 

Only  a small  percentage  of  sites  are  providing  interpreter  training  to 
staff.  Given  the  large  proportion  of  sites  reporting  the  use  of 
bilingual /bicultural  staff  as  interpreters,  and  the  lack  of  trained  interpreters 
reported  above,  a concerted  effort  needs  to  be  made  to  increase  training  in 
this  area.  Health  care  facilities  that  provide  or  support  language  training 
programs  would  probably  find  that  training  bilingual  staff  in  interpretation 
skills  would  provide  the  highest  return  in  terms  of  improving  staff  capability 
to  provide  multilingual  care.  Programs  like  those  offered  by  the  Office  of 
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Mental  Health  and  Chemical  Dependency  Services  of  the  New  York  City 
Health  and  Hospitals  Corporation  and  others  offer  models  of  how  to  develop 
the  interpreting  skills  of  bilingual  staff  through  training.  In  this  regard,  it 
was  shown  that  almost  half  of  the  sites  that  provide  or  encourage  language 
skills  training  pay  for  the  time  an  employee  spends  in  training.  Another  14 
percent  pay  for  the  classes  an  employee  takes  on  his/her  own  time. 

RECOMMENDATIONS 

1 . Clear  goals  and  realistic  expectations  need  to  be  set  out  for  Spanish 
language  courses.  Beginning  Spanish  language  courses  cannot  equip  a 
provider  to  work  with  non-English-speaking  patients. 

2.  Health  care  facilities  should  support  the  development  of  language  skills 
for  staff  members  and  should  target  those  training  programs  that  will  do 
the  most  to  support  full  bilingualism  or  quality  interpretation  services. 

3.  If  health  care  providers  expect  to  practice  in  an  area  with  large  numbers 
of  non-English  speaking  people,  they  should  be  encouraged  to  study 
another  language  during  medical  school. 

4.  Medical  Spanish  classes  should  be  offered  to  all  staff — including 
receptionists  and  other  support  staff— throughout  a facility. 

4)  USING  A LANGUAGE  BANK 

A language  bank  usually  consists  of  a list  of  bilingual  staff,  who  can 
be  called  from  their  regular  duties  to  interpret  as  needed.  Among  the  health 
care  facilities  surveyed  for  this  report,  34  of  80  (38  percent)  use  language 
banks,  making  this  the  second  most  popular  approach  to  addressing 
language  barriers  after  hiring  bilingual /bicultural  staff.  Most  of  the 
information  received  on  language  banks  suggests  that  the  quality  of  these 
language  bank  services  may  be  quite  low.  Only  6 sites  (18  percent)  test  the 
bilingual  ability  of  these  “lay"  interpreters,  and  only  4 (12  percent)  consider 
educational  criteria  in  selecting  language  bank  participants.  In  some  cases. 
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custodians  or  security  guards  who  may  have  no  knowledge  of  medical 
terminology  are  called  upon  to  do  medical  interpreting. 


Figure  4 

Management  of  Language  Banks 


Less  than  half  of  language  banks  reported  having  a supervisor.  Those 
that  do  have  a supervisor,  report  that  this  person  spends  5 percent  or  less 
of  his/her  time  on  language  bank  supervision.  Only  7 sites  (21  percent) 
assess  the  quality  of  language  bank  services.  This  information  suggests 
that  most  language  banks  are  set  up  with  little  regard  to  the  quality  of 
interpretation  they  might  provide,  and  that  they  are  not  well  managed. 

Those  interviewed  for  this  report  also  suggest  that  language  banks  are  not 
convenient  to  use  because  bilingual  personnel  are  often  not  available  to 
interpret  when  they  are  needed — especially  during  evenings  and  weekends. 

Many  sites  reported  using  language  banks  as  a back-up  measure  or 
using  them  in  conjunction  with  other  measures.  Twenty-four  of  the  34  sites 
reported  using  language  banks  in  conjunction  with  a program  of  seeking  to 
hire  bilingual /bicultural  providers.  Of  these,  9 are  also  hiring  interpreters. 
Using  language  banks  as  a back-up  service — especially  for  less  frequently 
used  languages  for  which  staff  bilingual  capability  exists — seems  the  best 
way  to  use  language  banks.  Again,  all  sites  should  assess  the  bilingual 
capabilities  and  ability  to  do  interpretation  and  provide  interpretation 
training  for  those  they  would  call  on  to  interpret.  Five  sites  currently  list 
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interpreting  in  the  job  descriptions  of  language  bank  members  and  four  of 
these  pay  staff  extra  for  their  bilingual  skills. 

Six  sites  reported  using  language  banks  as  the  sole  means  of 
addressing  language  barriers.  Two  more  use  only  language  banks  and 
written  translators.  In  areas  where  there  is  a significant  Hispanic 
population,  this  is  an  inadequate  response  to  language  barriers  and 
seriously  compromises  the  quality  of  care  for  Spanish  speakers. 

RECOMMENDATIONS 

1 . Because  language  banks  often  rely  on  untrained  interpreters  whose 
other  duties  take  priority,  they  cannot  provide  quality  interpretation.  In 
areas  where  there  is  a significant  Hispanic  population,  language  banks 
should  be  used  as  a back-up  measure  only. 

2.  To  improve  the  quality  of  language  banks,  they  should  have  supervisors 
who  assess  the  language  and  interpretation  capabilities  of  language  bank 
members,  provide  minimal  interpreter  training  and  regularly  assess  the 
quality  of  the  language  bank  program. 

3.  Interpretation  should  be  listed  as  a secondary  responsibility  of  language 
bank  members  so  that  their  supervisors  will  understand  why  they  may 
spend  time  away  from  their  regular  duties. 

4.  Language  bank  members  who  do  a significant  amount  of  interpretation 
should  be  compensated  for  their  bilingual  skills. 

5)  USING  PHONE-BASED  INTERPRETER  SERVICES 


Several  companies  offer  on-line  telephone  interpreter  services. 

Sixteen  percent  of  facilities  reported  using  these  services.  All  but  one  of 
these  were  hospitals  and  almost  all  of  these  said  that  they  use  this  service, 
usually  in  the  emergency  room  or  when  no  interpreter  is  available  especially 
during  nights  and  off-shifts.  Some  sites  said  they  also  relied  on  language 
line  services  for  less  common  languages. 
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Hospitals  may  be  more  likely  to  use  this  service  because  of  the  costs 
involved.  For  one  service  there  is  a $499  start-up  fee  and  minimum 
$50/month  fee  after  that.  The  Spanish  interpretation  fee  is  only 
$2. 25/minute  and  other  languages  cost  $2. 55/minute.  This  is  relatively 
inexpensive  for  the  average  interview,  which  respondents  said  lasts  10  to  15 
minutes.  When  considered  as  an  hourly  rate  of  $135,  however,  this  is  an 
expensive  form  of  interpretation.  Phone-based  interpretation  also  tends  to 
be  more  time-consuming  than  simultaneous  or  consecutive  interpretation 
and  cannot  benefit  from  the  nonverbal  cues  that  are  an  important  part  of 
face-to-face  communication. 


Figure  5 

Phone-Based  Interpreter  Services 
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More  than  half  of  the  sites  were  satisfied  with  the  service.  A 
representative  from  a company  that  offers  this  service  said  that  they  make 
an  effort  to  recruit  some  interpreters  who  are  proficient  in  medical 
terminology  and  to  match  callers  with  interpreters  knowledgeable  in  their 
field,  but  that  they  do  not  guarantee  their  interpreters  will  be  proficient  in 
medical  terminology.  This  corresponds  with  the  mixed  response  to  the 
question  of  whether  sites  felt  interpreters  were  proficient  in  medical 
terminology.  Administrators  who  sign  up  for  this  service  should  push  for 
more  on-line  medical  interpreters  and,  in  the  meantime,  should  alert 
medical  staff  that  phone-based  interpreters  may  not  be  proficient  in  medical 


Not  for  citation  or  duplication 
First  Draft  - Field  Review  Version 

39 

terminology.  Providers  who  are  aware  of  this  can  then  adjust  their  speech 
to  use  more  common  terms  for  health  conditions. 

RECOMMENDATIONS 

1 . Given  the  difficulties  of  having  a successful  phone-mediated  diagnosis  or 
treatment  conversation,  phone-based  interpretation  should  be  used  as 
an  emergency  back-up  measure  or  for  short  follow-up  phone  questions. 
Phone-based  services  may  also  be  useful  for  less  frequently  used 
languages  for  which  no  interpreter  is  available. 

2.  Providers  using  phone-based  interpretation  should  be  aware  that  the 
interpreters  may  not  be  proficient  in  medical  terminology  and  should  use 
simple  or  common  terms  whenever  possible. 

6)  USING  WRITTEN  TRANSLATORS 

A small  proportion  of  sites,  13  percent,  reported  using  side-by-side 
translation  books,  flashcards  or  other  such  written  materials  to 
communicate  with  a patient.  In  such  an  exchange,  a doctor  might  point  to 
a question  in  a book.  The  patient  would  then  read  the  same  question 
written  alongside  in  his/her  native  language  and  would  seek  and  point  to 
his/her  chosen  response.  At  best,  this  method  is  cumbersome  and  limits 
communication  to  those  questions  and  answers  provided.  At  worst,  it 
becomes  totally  ineffective  when  a patient  has  a low  degree  of  literacy. 

Most  sites  using  these  written  materials  resort  to  them  only  as  an 
emergency  reference.  Some  also  reported  using  them  as  a way  to  provide  for 
some  simple  direct  conversation  between  provider  and  patient.  Twenty 
percent  using  side-by-side  translators  sometimes  rely  on  these  materials  for 
the  sole  means  of  communication. 


. 
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Figure  6 

Written  Translators 


Sole  Means  of  Emergency  Patient/Provider  Patient's  Materials 

Communication  Reference  Contact  Language  Developed 

Determiner  "In-House" 


A few  sites  reported  using  written  materials  to  identify  the  language  of 
non-English  speaking  patients  coming  into  the  hospital.  This  site  and  most 
others  developed  their  written  materials  “in-house.”  This  assessment  did 
not  address  the  issue  of  providing  bilingual  consent  forms  and  patient 
education  materials,  but  anecdotal  evidence  suggests  that  these  materials 
are  also  often  developed  "in  house."  Improved  coordination  efforts  would 
prevent  every  facility  from  having  to  develop  their  own  written  materials.  A 
group  of  Stanford  University  graduate  students  put  together  a 400-page 
manual,  with  glossaries,  consent  forms,  emergency  room  hand-outs,  etc. 
Mechanisms  need  to  be  developed  to  promote  the  sharing  of  such  written 
resources. 


RECOMMENDATIONS 

1 . Written  translators  should  never  be  used  as  the  sole  means  of 
communication.  They  are  appropriate  only  for  emergency  stop-gap 
measures  and  simple  conversational  use. 

2.  Mechanisms  should  be  developed  to  promote  the  sharing  of  bilingual 
written  materials  such  as  consent  forms,  and  patient  education 
pamphlets. 


